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F 000| INITIAL COMMENTS F 000
! ACOVID-19 Focused Infection Control Survey |
: was conducted by the State Agency on
| September 14, 2020. The facility was found to be
| in compliance with 42 CFR §483.80 infection :
| control regulations and has implemented the : 1-
[ CMS and Centers for Disease Control and |
! Prevention (CDC) recommended practices to !
prepare for COVID-19. Other deficiencies were ]
cited. Total census 44, !
F 550! Resident Rights/Exercise of Rights F 550 f
ss=D | CFR(s): 483.10(a)(1)(2Xb)(1)(2) i
: §483.10(a) Resident Rights. 1. How corrective action will be I
The resident has a right to a dignified existence, accomplished for those residents '
: self-determination, and communication with and found to have been affected by the |
. access to persons and services inside and . deficient practice: |
_outside the facility, including those specified in ;
| this section. ; 5 a. Administrator educated LPN #1on | 9/15/20
| §483.10(a)(1) A facility must treat each resident | p  Assistance with Meals Polloy |
with respect and dignity and care for each !
resident in a manner and in an environment that | 2. How the facility will identify other
; promotes maintenance or enhancement of his o1 residents having the potential {o be
| her quality of life, recognizing each resident's affected by the same deficient I
L individuality, The facility must protect and | practice:
1 promote the rights of the resident. i
) . |
|r §483.10(a)(2) The facility must provide equal ! & 22 ;?fs;g;ndtsbr;z\;gg;% ng?(;gi't o ! EEHED
I access 1o quality care regardless of diagnosis, _ g practice therefore; observational :
severity of condition, or payment source. A facility | i o .I ted 9121 with
must establish and maintain identical policies and | FOUNGSWRRS COMPIERG Se ki)
| practices regarding transfer, discharge, and the =_ n Co(ﬁfﬁs@%
| provision of services under the State ptan for all : E@
 residents regardless of payment source. ' o .m.m ;
= 2‘ O Dl
| §483.10(b) Exercise of Rights. ’ o)
[ The resident has the right to exercise his or her ! ?.‘\f}\ ‘‘‘‘‘‘‘ .

= TTTImLE ] \ (X6) DATE

LABORATORY PIRECTOR'S OR FROVIDE ‘-"SUFPUEF REPRESENTATIVE'S SIGNATURE I S stz
AU hould ] I muniaoete~ Q|50

\
oles a deficlency which the Institutlon may be excused from correcting providlnd iLis delermined that

Any deficlencystatement ending with an asterlsk {‘W
olher safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
folfowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the dale these documents are made available lo the facility. If deficlencles are clted, an approved plan of correction is requisite to conlinued
program participatlon.
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F 550 | Continued From page 1 F 550| 3. What measures will be put into place, 10/3/20
rights as a resident of the facility and as a citizen or systemic changes made, to ensure
or resident of the United States. that the deficient practice will not recur:
a. Staff pevelopment Coordinator to
§483.10(b)(1) The facility must ensure that the educate §ll Licensed Nursing Staff
resident can exercise his or her rights without and CNA's on Assistance with Meals
interference, coercion, discrimination, or reprisal Palicy
from the facility. . Staff Development Coordinator to
conduct Assistance with meals
§483.10(b)(2) The resident has the right to be competency with all Licensed
free of interference, coercion, discrimination, and Nursing Staff and CNA's
reprisal from the facility in exercising his or her
rights and to be supported by the facility in the 4. How the facility will monitor its 10/3/20

exercise of his or her rights as required under this
subpart.

This REQUIREMENT is not met as evidenced
by:
Based on the facilty policy review, medical record
review, observation and interview, the facility
failed to treat 1 (#1) of 24 residents with dignity
during the noon meal on 9/14/2020 related to a
Licensed Practical Nurse(LPN) standing while
assisting Resident #1 with her meal.

The findings include:

Review of the facility policy Assistance with i
Meals, dated 6/27/18, showed "...Residents who
cannot feed themselves will be fed with attention
to safety, comfort and dignity, for example: Not

standing over residents while assisting them with

meals..."

Review of the medical record showed Resident
#1 was admitted to the facility on 8/26/15 and
re-admitted on 3/27/17 with diagnoses which
included Parkinson's Disease, Dysphagia, |
Pharyngeal Phase, Feeding difficulties and Need |
for Assistance With Personal Care,

corrective actions to ensure that the
deficient practice is being corrected
and will not recur:

a. Nursing Administration, including
Director of Nursing, Staff
Development Coordinator,
Assistant Director of Nursing and
Weekend RN Supervisor will
conduct assistance with meals
observations x5 weekly x4 weeks,
then x2 weekly x4 weeks, and at
random thereafter. |

b. All findings will be reported
monthly during the QAPI !
committee which includes but is :
not limited to the Administrator,
Medical Director, Director of
Nursing, ADON, Staff Development
Coordinator, MDS Nurse, Dietary
Manager, Maintenance Director,
Social Services Director and
Activities Director. All audit
findings will be reported with
recommendations and resolutions
until substantial compliance is met.
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F 650 | Continued From page 2

Review of the Quarterly Minimum Data Sef
(MDS), dated 7/16/2020, showed Resident #1
had a Brief Interview Memory Score of 13,
indicating the resident was cognitively intact.
Continued review showed Resident #1 required
supervision with eating with a 1 person physical
assist.

Observation of Resident #1 on 9/14/2020 at
12:36 PM showed LPN #1 stood to assist
Resident #1 with her meal.

During an interview on 9/14/2020 at 5:08 PM,
LPN #1 confirmed she was standing while
asslsting Resident #1 with the noon meal.

During an interview on 9/14/2020 at 7:30 PM, the
Administrator confirmed LPN #1 was to sit while
assisting residents with their meals.

F 650
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